Splenic arteriovenous fistula is a rare but curable cause of portal hypertension. This report describes a patient with such a disorder, presenting with bleeding esophageal varices and ascites. It emphasises the importance of performing selective catheterization of the celiac and superior mesenteric artery in all patients with signs of portal hypertension without evidence of chronic liver disease. Etiopathology and management are discussed.
INTRODUCTION
Splenic arteriovenous (A-V) fistula is a rare cause of portal hypertension. It presents mostly as upper gastrointestinal bleeding due to esophageal or gastric varices with or without ascites1-5. Early diagnostic celiac trunk arteriography is mandatory in patients with presenting symptoms suggestive of portal hypertension, but without evidence of liver disease. The relative ease and the success of sclerotherapy, which has progressively supplanted surgical shunting, may create a tendency not to seek an underlying cause for bleeding varices and an otherwise curable form of portal hypertension may be overlooked.
CASE REPORT
A 64-year-old multiparous woman was admitted to the internal medicine depart- At laparotomy, approximately 6 liters of ascitic fluid were removed. A large splenic artery and vein were visualized with fistula between them, located near the splenic hilus. Severely distended veins were found along the lesser and greater curvatures of the stomach and in the retroperitoneum lateral to the tail of the pancreas and in the greater omentum. The spleen was enlarged. The fistula was resected and splenectomy performed. Multiple varices were ligated along the lesser and greater curvatures of the stomach. She was discharged five weeks later after surgical drainage of a left subphrenic abscess.
At six months follow-up, the patient remained asymptomatic and in excellent condition. Laboratory data, including the liver function tests, are normal.
Pathology: The spleen weighed 850 g and revealed several large acute infarcts and moderate interstitial fibrosis. In the hilar fat, at the site of the fistula, the venous segment showed a thickened muscle and intimal fibrosis with focal mucoid changes. Small 
